probably produce no overall gain for patients, and would waste NHS resources. On the other hand, doctors would become generally more aware of the need to communicate effectively with their patients, which would be an undoubted advantage of open records.
In summary, it is a sad reflection on the medical profession that many members of the public are sufficiently dissatisfied by their doctors' inclination and ability to talk to them that they feel a need to seek access to their medical records to find out what is happening. Dame Elizabeth Ackroyd, Chairman of the Patients' Association, was right when she said: 'Doctors should be much more honest with patients, and then perhaps there would not be such a desire to see the medical files' (Bishop 1982) . Unrestricted access would help a few, would harm others, but would do nothing for the vast majority, including most of those starved of information today. It would cause a move towards the medicine of the market place in the form of the consumer/provider relationship between patient and doctor, in which the traditional trust might fade. Doctors should make strenuous efforts always to inform patients properly of their medical state, and more attention should be paid to the personal qualities of young people applying for medical school rather than placing such great emphasis on the almighty GCE A-level results (Crisp 1984 Women and minor psychiatric morbidity Minor psychiatric morbidity is a loose, inclusive term to cover the broad spectrum of psychoneuroses and psychosocial disorders which commonly present in general practice (Shepherd et al. 1966 ). The importance of minor psychiatric morbidity lies in its sheer magnitude: community surveys find anything from 10 to 30% of the population are suffering from it at any time (Goldberg & Huxley 1980) . The conditions, mostly minor depressive and anxiety states, are relatively short-lived, outcome studies generally finding that at least half are better within 12 months, although some may persist-for two years or more (Kedward 1969 , Mann et al. 1981 . However, the conditions are frequently distressing and socially handicapping, being associated with, for example, an increased risk of accidents, marital disharmony, and sickness absence (Jenkins 1985a).
Minor psychiatric morbidity forms a large part of the general practitioner's workload (Shepherd et al. 1966) . Studies have found that as many as one in three people attending a general practice surgery are suffering from some form of minor psychiatric morbidity, although as much as half of this is 'hidden' morbidity which may pass unrecognized by the general practitioner (Johnstone & Goldberg 1976) . Women are consistently found to have higher rates of minor psychiatric morbidity than men, both in community studies as well as in studies of general practice attenders (e.g. Goldberg et al. 1976 , Bebbington et al. 1981 ). Some of the reasons why women may be more vulnerable to minor psychiatric morbidity than men will be considered here.
It has been observed that women are more likely to recognize health problems in themselves than are men (Kessler et al. 1981) , that women are more likely than men to consult doctors for equivalent levels of symptomatology (Dohrenwend & Dohrenwend 1977) , and that doctors are more likely to detect psychiatric illness in women than in men (Coie et al. 1974) . Thus, some of the observed difference in prevalence rates may be 'artefactual', produced by better detection and reporting of illness amongst women. However, the existence of these artefactual mechanisms does not exclude the possibility that some of the observed sex difference is real, either due to inherited or acquired risks.
A greater constitutional vulnerability to minor psychiatric morbidity might be derived from chromosomal, hormonal or neuronal differences. Recent reviews of the evidence for X-linkage and for autosomal linkage with sex-related validity thresholds conclude that neither hypothesis can account for the generally observed excess of female vulnerability to affective disorders (Gershon & Bunney 1976) , and indeed there is evidence to suggest that genetic factors are of negligible importance in the vast majority of neurotic illnesses (Torgersen 1983).
Gonadal hormones have been invoked by many authors to explain the behavioural and psychological differences between men and women (e.g. Fairweather & Hutt 1972 , Weissman & Klerman 1979 . It is theoretically possible that the gonadal hormones may be influential in the genesis of depression by affecting the balance of brain biogenic amines (Sachar 1975) . However, the pattern of the relationship of the female endocrine system to depressive mood is inconsistent. There is strong evidence of an increase in depression in the postpartum period, although the evidence that hormones play a causal role is, as yet, only circumstantial (Nott et al. 1976 , Ballinger et al. 1979 , Handley et al. 1980 , Kendell et al. 1981 ). Contrary to popular belief, the menopause is not associated with an increased rate of depression (Greene & Cooke 1980) , and attempts to relate hormonal changes at the time of the menopause to depressive states have failed (Klerman & Weissman 1980) . Premenstrual tension is associated with depression (Clare 1983 ), but the evidence relating this association to specific hormonal changes remains conflicting.
Male and female hormones act early in development to modify physical growth, including the growth of the central nervous system. It has been argued that differences in the structure of male and female brains may account for observed sex differences in cognitive abilities (Seward & Seward 1980) , and in psychiatric disorder (Gruzelier 1981). Hemispheric differences have been linked to the excess of psychopathy and early onset of schizophrenia in males (Gruzelier 1981) and of depression in females (Flor Henry 1978) . However, there are, as yet, no laterality studies of depressive neurosis.
There is evidence that life events, such as the death of a spouse or the loss of a job, and chronic social stresses, such as financial hardship and social isolation, are implicated in the aetiology of minor psychiatric morbidity (Dohrenwend & Dohrenwend 1974 , Liem & Liem 1978 . Furthermore, social supports, such as friendships and a supportive marriage, may ameliorate or buffer the effect of social stresses on health and reduce the liability to depression. It has been argued that women, by virtue of the social roles they occupy, in general experience more life events and chronic social stresses and less social support than men, and that this differential exposure to risk factors explains women's greater vulnerability to depression. However, specific attempts to perform comparative studies between men and women are few. In general, it seems that women do not experience more life events than men (Dekker & Webb 1974) , although there is some evidence that women may experience more events of an undesirable nature than men by virtue of their lower socioeconomic status overall (Myers et al. 1975) . However, there is some suggestion that women are more exposed than men to chronic stress, such as low income, low occupational status, fewer leisure activities. For example, the General Household Survey in 1978 reported that the median hourly earnings of women in full-time employment was only 67% of that for men in full-time employment. Similarly, only 6% of women compared with 22% of men fall into the professional and managerial classes, while 37% of women are either semiskilled or unskilled compared with only 19% of men. When homogeneous groups of men and women are studied, no sex difference in the prevalence of minor psychiatric morbidity is found (Jenkins 1985b , Parker 1979 .
Some psychoanalysts argue that depression occurs when frustration, hostility and aggression are turned inwards rather than externalized (Freud 1950) . It is more acceptable socially for men to show aggression openly while women are taught to control aggressive feelings and internalize them; this may then predispose females more than males to depressive reactions ( Bardwick 1971 , Chesler 1971 , Chodorow 1974 .
In a similar vein it has been suggested that the traditional modes of upbringing of each sex tend to discourage independence, self-sufficiency and assertiveness for girls as unfeminine, making the task of coping with stress more difficult for women than for men (Cochrane & Stopes-Roe 1980) . In summary, it is clear that we do not fully understand the genesis of minor psychiatric morbidity, nor the reasons why it is generally more common in women than in men. It is likely that a combination of factors may contribute to women's excess vulnerability. While there is some evidence for the view that the traditional Western division of labour in the family, with man as breadwinner and head of household, and woman as housewife, caretaker and mother, leads to men and women being differentially exposed to environmental risk factors for psychiatric disturbances, this does not exclude either the possibility that constitutional differences, for example in the gonadal hormones, may play a small part, or that the upbringing of females leads them to develop a lower sense of self esteem and hence to be more vulnerable to depression. However, the absence of a sex difference in prevalence in homogeneous groups indicates that, if they exist, constitutional differences do not play a major role in the genesis of sex differences in minor psychiatric morbidity (Jenkins 1985b (Friedman-Kien & Laubenstein 1984 , Giraldo & Beth 1984 . The number of new cases diagnosed continues to rise in an exponential fashion, numbers doubling approximately every six months. At the time of writing, over 6000 cases of AIDS fulfilling the diagnostic criteria of the Centers for Disease Control have been reported in
